Woman, aged 31 Presented at her local hospital with a five-year history of increasing pigmentation of her skin, increasing tiredness and heavier periods for two years, and finally for ten days muscle aches, anorexia and vomiting. She was pigmented and dehydrated. Blood pressure 85/50. Serum sodium 106, chloride 70, potassium 6 mEq/l. Blood urea 40 mg/I00 ml.
On a diagnosis of Addison's disease, during the next few days she was given intravenous saline, large doses of cortisone (200-600 mg hydrocortisone and 1 mg aldosterone daily). Five days later she was transferred to Hammersmith Hospital because of persisting coma after an insulin injection. Her skin and gum margins were heavily pigmented; her eyelids were puffy and her thyroid was not definitely palpable.
Investigations: Serum electrolytes normal. While on 2 mg dexamethasone and 0 4 mg fludrocortisone per day, urinary 17-oxogenic steroids were only 3 and 4 mg/24 h; after ACTH (80 i.u. per day) they rose only to 6 mg/24 h. ECG showed low voltage and T wave changes. Serum cholesterol 460 mg/100 ml. PB1271 2 ,ug/100 ml. The photomotogram gave a half relaxation time of 580 msec. Twenty-four-hour 1311 uptake 30%. Growth hormone levels rose normally in response to insulin-induced hypoglycemia; glucose tolerance test normal. Antibody studies (Dr D Doniach) showed both adrenal and thyroid (thyroglobulin, colloid and cytoplasmic) antibodies. A negative Mantoux test and normal X-rays made tuberculosis unlikely. Progress (see Fig 1) : Before her transfer, the patient was given high doses of steroids. While at Hammersmith Hospital she was treated with Normal levels are shown by interrupted line. Treatment is indicated at the top replacement cortisone (37-5 mg daily) and 9afludrocortisone (0-2 mg daily) only. On this treatment she improved and within five weeks was discharged for convalescence. However, six weeks later she-still complained of tiredness and heavy periods, and myxcedema was confirmed by low PB1271, abnormal ECG, prolonged reflexrelaxation and raised serum cholesterol. Thyroxine treatment (0-3 mg per day) was begun; after this all tests returned to normal and she has remained symptom free. with lymphocytes and plasma cells, and in 3 of the 16 patients with tuberculous Addison's disease and in all 8 with idiopathic Addison's disease there was lymphocytic infiltration of the thyroid. Similar thyroid histology in nontuberculous adrenal insufficiency was first reported by Schmidt (1926) . The temporary improvement of the thyroid deficiency in our patient following pharmacological doses of steroid hormones may have been due to their affecting her thyroiditis. C P, man, aged 46 Previously healthy, without any family history of endocrine disease, he developed acute intestinal obstruction in 1950, when aged 29. An argentaffin carcinoma of the ileum was resected; no metastases were seen but anastomotic difficulties led to two further laparotomies in 1950 with resection of a total of 5 ft (IP5 m) of ileum. Hyperchlorhydria was demonstrated at this time.
He remained well until 1961 when bone pains, peripheral numbness, polyuria, short periods of diarrheea and loss of 21 lb (9 5 kg) in weight developed over two years. In 1963 macrocytic anemia, hyperchlorhydria with gastric ulcer, hyperparathyroidism with nephrocalcinosis and severe bone disease, and excess urinary 5hydroxyindole acetic acid (5-HIAA: 18-26 mg/day) were found. A tumour developed below the second left intercostal space and was resected (Mr Meredith Brown, 1963) ; it was shown to be a locally invasive argentaffin carcinoma within the anterior and superior mediastinum. Urinary 5-HIAA has subsequently remained normal and his gastric ulcer has healed.
Further investigations (1964) Whether the second argentaffin carcinoma was a metastasis of the first or a separate mediastinal primary remains uncertain.
In pluriglandular syndrome parathyroid hyperplasia is commoner than adenoma. The severity of the skeletal and renal manifestations is also unusual. 
